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PREFACE 

The  Committee  on  Rehabilitation,  Training  and 
Employment  of  the  World  Council  for  the  Welfare 
of  the  Blind  met  in  October  1975  in  Geneva,  Swit- 
zerland. On  this  occasion  it  was  agreed  on  the 
necessity  to  document  data  and  knowledge  of  cur- 
rent interest  within  the  field  of  Low  Vision  Re- 
habilitation. 

A  small  group  within  the  committee  put  forward 
some  recommendations  on  low  vision  aids  and  de- 
vices. It  was  decided  that  the  chairman  of  the 
committee,  Mr  Bengt  Lindqvist,  should  arrange  a 
working  conference  with  professionals  within  the 
Low  Vision  area.  Representatives  should  be  invi- 
ted from  the  United  Kingdom,  the  USA,  the  USSR 
and  Sweden.  Information  should  be  obtained  for 
example  on  the  effect  of  training  and  research 
into  new  low  vision  aids. 

The  working  conference  should  prepare  guidelines 
within  the  field  of  low  vision  rehabilitation, 
which  could  be  used  in  all  countries.  The  pur- 
pose of  the  guidelines  would  be  to  disseminate 
information  to  all  countries  so  that  they  would 
be  informed  on  what  is  really  happening  in  this 
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field  of  activity  in  other  parts  of  the  world. 

The  interest  in  low  vision  within  the  World  Coun 
cil  for  the  Welfare  of  the  Blind  was  aroused, 
however,  prior  to  the  Geneva  conference  by  the 
essence  of  the  Resolution  13  of  the  WCWB  Gene- 
ral Assembly  in  Sao  Paolo,  Brazil  in  August 
1974.  A  few  quotations  from  the  resolution  are: 

"that  the  establishment  of  low  vision  cli- 
nics and  appropriate  measures  be  taken  to 
provide  such  optical  aids  as  well  as  other 
restorative  measures  as  would  enhance  the 
continued  use  of  residual  vision" 

and 

"that,  in  the  education  and  rehabilitation 
of  people  with  residual  vision,  each  indivi- 
dual client  should  be  regarded  as  having  in- 
dividual characteristics  and  needs,  inclu- 
ding medical,  vocational,  occupational,  psy- 
chological and  functional  capabilities,  ra- 
ther than  as  a  group  and  the  effective  im- 
plementation of  this  process  calls  for  the 
involvment  of  multidiscipl inary  but  related 
professional  personnel " . 

During  the  conference  of  the  International  Coun- 
cil for  Education  of  the  Visually  Handicapped 
(ICEVH)  in  Paris,  August  1977,  Dr  Nils  Trowald, 
Department  of  Educational  Research,  Uppsala  Uni- 
versity, was  appointed  coordinator  of  interna- 
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tional  Blindness  Research  with,  among  other  things, 
the  immediate  commission  to  organize  internatio- 
nal conferences. 

The  Swedish  Board  of  Education  provided  the  fi- 
nancial support  to  make  the  working  conference 
on  low  vision  rehabilitation  possible.  Dr  Nils 
Trowald  was  appointed  by  Mr  Bengt  Lindqvist  to 
arrange  the  conference  in  Uppsala  on  the  25th 
to  the  27th  of  September  1978. 

The  participants  selected  were  invited  and  at 
the  same  time  asked  to  document  their  personal 
statements  on  the  following  items: 

1 .  What  is  low  vision? 

2.  Diagnostic  methods  in  assessing  residual  vi- 
sion. 

3.  Methods  of  adjusting  optical  aids. 

4.  Methods  in  training  of  residual  vision. 

5.  Effects  of  Low  Vision  Rehabilitation  on  li- 
ving conditions. 

6.  Describing  a  model  of  Low  Vision  Rehabilita- 
tion. 

During  "the  Workshop"  the  discussions  were  very 
lively  on  matters  such  as  definition  of  low  vi- 
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sion,  the  need  for  training  and  what  kind  of  aid 
should  be  used  in  different  situations.  The  par- 
ticipants, however,  agreed  on  a  lot  of  matters, 
and  this  report  is  the  result  of  a  united  group 
of  multidiscipl inary  professionals,  who  met  du- 
ring three  days  in  Uppsala,  Sweden,  in  September 
1978. 

Bengt  Lindqvist 

O'rjan  Backman    Krister  Inde    Nils  Trowald 
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INTRODUCTION 

This  report  is  a  summary  of  a  complex  matter, 
namely  what  low  vision  is  and  how  the  best  ser- 
vices are  provided  to  low  vision  patients. 

We  have  chosen  to  describe  the  problems  and  the 
rationale  of  the  rehabilitation  of  persons  with 
residual  vision  in  the  form  of  a  model.  The  mo- 
del above  contains  all  the  necessary  structural 
ingredients  of  a  comprehensive  program  for  the 
visually  impaired  in  developed  and  developing 
countries.  Much  more  could  be  added  as  far  as 
methods  and  professional  ideology  are  concerned, 
but  we  think  this  limited  presentation  provides 
an  overview  of  what  low  vision  is  and  what  we 
believe  is  the  right  approach  to  the  problem. 

It  is,  nevertheless,  always  necessary  to  stress 
that,  whatever  professionals  can  do  to  help  a 
visually  impaired  person,  changes  ought  to  be 
made  in  the  physical  and  social  environment  in 
which  visually  handicapped  have  to  live,  work 
and  move.  Whatever  professionals  within  low  vi- 
sion rehabilitation  can  do  to  reduce  the  seve- 
rity of  the  handicap,  it  must  be  complementary 
to  what  could  be  done  by  architects,  designers, 


and  planners  of  urban,  commercial  and  industri- 
al precincts.  Public  attitudes  must  become  more 
positive  through  mass-media  in  terms  of  publi- 
shing the  needs  and  achievements  of  handicapped 
people. 

Further  information  on  low  vision  can  be  found 
in  the  enclosed  list  "Literature  in  relation  to 
the  contents  of  the  report"  and  in  the  procee- 
dings from  the  Workshop  on  Low  Vision  Rehabili- 
tation. 

The  model  is  thus  the  conclusion  of  what  is  meant 
to  be  comprehended  in  a  full  scale  Low  Vision 
Rehabilitation  Programme.  For  each  "box"  comments 
are  made  to  give  examples  or  to  provide  further 
information.  To  be  able  to  present  a  brief  re- 
port, the  most  important  box  -  Low  Vision  Unit  - 
has  got  more  space  than  the  others.  All  parti- 
cipants have  agreed  on  everything  stated  in  this 
model  and  on  the  report  as  a  whole. 


I   IDENTIFICATION 


IDENTIFICATION 
Referral 
(Informal  or 
formal ) 


What  is  visual  impairment? 

A  Study  Group  on  the  Prevention  of  Blindness  of 
WHO,  in  Geneva,  6-10  November  1972,  produced  a 
classification  of  nine  different  categories  of 
visually  impaired  persons. 

The  term  "low  vision"  comprises  categories  1  and 
2  of  the  table  below,  the  term  "blindness"  cate- 
gories 3,  4  and  5  and  the  term  "unqualified  vi- 
sual loss"  category  9. 


Category 
of  visu- 

Visual acuity  with  best  possible 
correction 

al  im- 
pairment 

Maximum  less 
than 

Minimum  equal  to  or 
better  than 

1 

6/18 

3/10  (0.3) 
20/70 

6/60 

1/10  (0.1) 
20/200 

2 

6/60 

1/10  (0.1) 
20/200 

3/60 

1/20  (0.05) 
20/400 

3 

3/60 

1/20  (0.05) 
20/400 

1/60  (finger  coun- 
ting at  1 
metre) 
1/50  (0.02) 
5/300  (20/1200) 

4 

1/60  (finger 
coun- 
ting at 
1  m) 

1/50  (0.02) 

5/300 

Light  perception 

5 

No  1 ight  perception 

9 

Undetermined  or  unspecified 

The  extent  of  the  visual  field  must  also  be  ta- 


ken into  account.  Patients  with  a  field  no  grea- 
ter than  10  but  greater  than  5°  around  central 
fixation  should  be  placed  in  category  3  and  pa- 


tients  with  a  field  no  greater  than  5°  around 
central  fixation  should  be  placed  in  category 
4,  even  if  the  central  acuity  is  not  impaired. 

What  is  low  vision 

In  contrast  to  the  technical  definition  above 
a  more  functional  and  practical  definition  of 
low  vision  in  connection  with  training  and  re- 
habilitation is: 

"Persons  who  have  sufficient  vision  to  see 
light  or  to  take  directions  from  it  and  to 
use  it  for  functional  purposes". 

This  means  that  persons  of  all  ages  with  residu- 
al vision  of  any  kind  should  be  allowed,  and 
trained,  to  use  their  eyes  as  early  as  possible. 
Visually  impaired  persons  are  often  labelled  as 
"blind"  even  if  they  have  residual  vision.  This 
way  of  thinking  must  be  avoided.  Instead,  uti- 
lization of  residual  vision  should  be  a  natural 
part  of  the  work  for  the  prevention  of  blindness. 

Total  number  in  need  of  low  vision  rehabilitation 

In  developed  countries  the  number  of  persons  with 
visual  handicaps  are  estimated  to  1  %   of  the  po- 
pulation. 80  -  90  %   of  this  group  have  residual 


vision  or  could  be  regarded  as  persons  with  low 
vision  according  to  the  functional  definition 
above. 

About  70  -  75  %  of  the  visually  handicapped  are 
older  than  60  years. 

It  must  be  an  ambition  for  every  country  to  i- 
dentify  as  many  of  these  persons  as  possible  and 
to  provide  services  for  their  needs  as  descri- 
bed in  the  rehabilitation  model. 


II  EYE  UNIT 


EYE  UNIT_ 

Diagnosis 
Treatment 
Referral 


Demands  of  the  Eye  Unit: 

1.  Diagnosis  and  treatment  -  medical  resources 
vary  with  facil ity. 

2.  Referral  to  Low  Vision  Unit  with  checklist 
from  Eye  Unit. 

What  happens  after  identification? 

The  low  vision  patient  should  receive  a  proper 
diagnosis  and  prognosis  at  the  eye  unit.  There 
are  many  diagnostic  methods  used  by  eye  specia- 
lists (ophthalmologists  and  optometrists).  Es- 
pecially it  is  of  utmost  importance  to  achieve 
a  proper  diagnosis  and  prognosis  for  the  conge- 
nitally  visually  impaired  child  as  early  as  pos 
sible. 


The  Eye  Unit  should  provide  the  information  nee 
ded  about  each  patient  to  the  Low  Vision  Unit. 
This  information  could  be  given  in  the  form  of 
a  specially  designed  check-list. 

The  Low  Vision  Unit  must  be  looked  upon  as  one 
of  the  ways  to  help  the  patient  at  the  Eye  Unit 
parallel  to  medical  treatment  and  surgery. 
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III  LOW  VISION  UNIT 


LOW  VISIONJJN IT 

Assessment 

Prescription 

Training 


Demands  of  the  Low  Vision  Unit: 


Social  and- 
Behavioural 
Assess- 
ments 


Multiply 

Handicapped 

Needs 


►Prescription 

Supply 

Instruction 
of  optical 
and/or  elec- 
tronic aids 
and  acces- 
sories 


'Personnel 

Develop- 
ment and 
Training 
in  the 
use  of 
vision 
and/or 
aid(s) 


All  ages  must  be  catered  for  at  a  Low  Vision 
Unit.  When  assessing  the  needs  of  each  patient, 
many  variables  must  be  considered. 


For  instance,  special  attention  has  to  be  paid 
to  other  handicaps  besides  visual  impairment  when 
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planning  the  rehabilitation  program.  Other  vari- 
ables to  be  considered  are  medical,  educational, 
vocational,  occupational,  social  and  psycholo- 
gical abilities. 

A  prerequisite  in  a  rehabilitation  situation  is 
to  motivate,  and  to  make  the  patient  aware  of 
his/her  own  situation.  When  training  the  utili- 
zation of  residual  vision,  motivation  is  perhaps 
the  most  important  variable. 

A  low  vision  unit  should  provide  all  kinds  of  op- 
tical aids  and  accessories  in  order  to  compensate 
visual  disability  concerning 

-  near  distance 

-  intermediate  distance 

-  far  distance 

It  is  commonly  believed  that  children  at  a  very 
early  age  can  start  using  optical  aids  success- 
fully. Thus  children  should  be  taught  to  use  their 
vision  with  and  without  optical  aids. 

Low  vision  patients  can  be  classified  into  the 
categories: 

-  persons  without  visual  experience 

-  persons  with  visual  experience 
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Training  of  low  vision  patients  must  therefore 
be  adapted  bo  both: 

-  perceptual -cognitive  ability  and 

-  physiological -functional  adaptation  of 
optical  aids  to  residual  vision 

Low  vision  training  has  been  shown  to  be  a  use- 
ful and  successful  instrument  combined  with  me- 
dical and  technical  resources. 

The  team  work  is  an  essential  part  in  a  compre- 
hensive rehabilitation  program.  The  eye  specia- 
list, the  technician  (e.g.  ophthalmic  optician, 
optometrist  etc)  and  the  low  vision  teacher  must 
coordinate  their  work  together  with  the  patient. 
It  is  of  great  advantage  if  the  low  vision  unit 
could  be  connected  to  an  eye  unit. 

The  Swedish  "low  vision  teacher"  may  be  used  to 
exempl ify  a  person  trained  to  take  care  of  the 
components  of  the  (re-)habil itation  program  in- 
cluded in  "Social  and  behavioural  assessment" 
and  in  "Development  and  training  in  the  use  of 
vision  and/or  aids".  The  duties  of  the  Swedish 
low  vision  teacher  are: 
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1.  participation  in  discussions  together 
with  the  ophthalmologist,  the  optician 
and  other  members  of  the  team  concerning 
the  diagnosis,  the  prognosis  and  a  pre- 
liminary (re-)habilitation  program  for 
each  patient 

2.  assessment  of  social  and  behavioural  fac- 
tors 

3.  informing  the  patient  and  his  relatives 
as  to  the  nature  of  his  disease 


4. 


motivating  the  patient  for  the  (re-)habi- 
litation  program  and  giving  psychologi- 
cal advice 

5.  teaching  the  patient  to  develop  his  re- 
sidual vision  by  training  him  to  use  cer- 
tain techniques  (e.g.  eccentric  viewing) 
and  by  training  him  to  use  properly  and 
to  make  the  most  of  his  optical  and  elec- 
tro-optical aids  and  accessories 

6.  providing  information  and  advice  as  to 
the  design  and  illumination  of  places  of 
work  for  visually  handicapped  in  indust- 
ry, at  offices,  at  school  and  at  home 

7.  co-ordinating  the  activities  at  the  low 
vision  unit 

8.  taking  the  necessary  contacts  with  school 
authorities,  teachers,  the  pre-school 
counsellor,  the  itinerant  teacher,  the 
social  counsellor  for  the  visually  han- 
dicapped, the  vocational  rehabilitation 
authorities,  and  the  different  rehabili- 
tation courses  for  visually  handicapped 
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9.  making  the  patient  aware  of  the  different 
aids  for  daily  living  skills 

To  fulfil  all  these  duties  it  is  necessary  that 
the  low  vision  teacher  is  properly  trained.  The 
profession  is  mainly  educational .  Of  the  diffe- 
rent tasks  mentioned  above,  No  5  is  generally 
the  most  time-consuming  one.  Teaching  a  patient 
eccentric  viewing  in  combination  with  reading 
using  very   strong  positive  lenses  is  a  qualified 
educational  job.  Thus  educational  psychology  and 
methodology  of  low  vision  (re-)habil itation  are 
emphasized  in  the  one-year  long  training  at  the 
university  level  of  low  vision  teachers.  Further- 
more courses  in  ophthalmology,  optics  and  gene- 
ral psychology  etc  are  also  included.  The  main 
admission  requirements  are: 

1.  examination  from  either  a  school  of  edu- 
cation, a  school  for  occupational  the- 
rapists or  a  school  of  nursing 

2.  at  least  three  years  of  experience  as  a 
teacher,  an  occupational  therapist  or  a 
registered  nurse  (at  least  two  years  at 
an  eye  cl inic) 

3.  experience  of  work  among  visually  handi- 
capped is  considered  as  particularly 
qual ifying. 
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IV  ENVIRONMENTAL  BEHAVIOURAL  VARIABLES 


Congeni 
tally 


ENVIRONMENTAL 

BEHAVIOURAL 

VARIABLES 


Adventi- 
tiously 

Elderly 


Pre-school 

School 

Vocational 

Occupational 

Travel 

Daily  living  skills 

Psychological /social 


The  resources  of  a  Low  Vision  Unit  fulfil  the 
basic  needs  of  each  patient.  The  training  must 
not  stop  there  but  continue  in  realistic  situa- 
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tions.  The  Low  Vision  Unit  should  be  connected 
to  and  complemented  by  other  resources  for  the 
visually  handicapped  in  the  society  concerning 
both  congenitally  and  adventitiously  (elderly) 
visually  handicapped.  It  is  difficult  for  low 
vision  persons  with  a  limited  peripheral  visual 
field  to  travel  after  dark.  The  Low  Vision  Re- 
habilitation must  in  this  case  and  in  some 
others  be  complemented  by  techniques  for  the 
blind  as  far  as  orientation  and  mobility,  ADL 
etc  are  concerned. 

It  must  be  emphasized  that  the  employment  and 
the  school  situation  must  be  taken  into  consi- 
deration in  order  to  avoid  ergonomic  problems 
for  the  low  vision  patient. 

As  the  majority  of  low  vision  patients  are  el- 
derly persons,  it  is  important-  by  means  of  low 
vision  rehabilitation  -  to  give  this  group  a 
more  active  and  meaningful  life. 


V  FOLLOW-UP 


FOLLOW-UP 


\^ 


Back  to 
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Continuing  Patient  Support 


Evaluative  Feedback  - 
Documentation 


Patient  and  Program  Re- 
assessment 


1.  Medical  Assessment 

2.  Low  Vision  Unit  and/or 

3.  Environmental/Behavioural  Variables 
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A  rehabilitation  program  cannot  be  ended  until 
a  careful  follow-up  has  been  completed  and  eva- 
luated. Low  Vision  Rehabilitation  is  a  young  dis- 
cipline, where  evaluation  and  development  will 
be  of  great  importance  for  many  years. 

As  many  low  vision  patients  have  progressive  eye 
disease,  a  careful  continuing  patient  support  is 
essential.  Consequently,  it  is  on  many  occasions 
necessary  to  reassess  both  prescribed  optical 
aids  and  the  methods  of  utilizing  residual  vi- 
sion. 

The  follow-up  data  should  be  gathered,  evaluated 
and  documented  at  the  low  vision  unit.  In  order 
to  develop  the  multi-disciplinary  methods  of  the 
low  vision  rehabilitation  program  a  continuing 
evaluation  is  necessary. 
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